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Preface

Thisisan assessment and i mplementHdeéalonhamamaadl ( @blutwriCt
workers who plan, organise, provide or give care to children and their families. The manual defines CFH by
translating the articles of the United Nations Convention on the Rights of the Child (UNCRC) into simple CFH
0Sandardsod that are applicable to everyday healthca
these and a simple structure for making any wanted or needed improvements so that children and their families
everywhere can srsdddievwe htetad tthlceaste ,pa egardl ess of ci |

The Child Friendly Healthcare Initiative (CFHI), a child health quality improvement program, was developed by
ChildhealthAdvocacy International (CAI), Charity No: 1071486, in collaboration with The Umiietibns
Childrendés Fund (UNICEF), The Child and Adol escent
Health Organisation (WHO), the Royal College of Paediatrics and Child Health (RCPCH), UK and the Royal
College of Nursing (RCN), UK. The Communitund, UK funded its pilot project.

The initial pilot development phase for the Child Friendly Healthcare Initiative finished at the end of 2002 and

the manual was written, edited and abridged in the period that followed. Consideration of differingmaublish
options delayed the manual and tools being put into an easily accessible format until now. During that time
numerous changes and developments have been instigated and moved forward, at local, country and global
levelsi including many that have beerflirenced by the work undertaken and shared by the CFHI project.
However despite the time elapsed, the messages, truths, principles and practical methods promoted by the Child
Friendly Healthcare Initiative remain as valuable and needed as ever.

Dedication

This manual is dedicated to the many hundreds of children and their families and health workers from seven
main countries who participated in the pilot project, and whose thoughts, views and opinions it exfmesses
addition we thanknany other individals from a variety obrganisations who have given their valuable time and
support to help develop the CFHI, and to our own families for their patience and understanding over the last
three years.

Abbreviations

AIDS: Acquired Immunodeficiency Syndrome

BFI: Baby Friendly Initiative

CAI: Child Advocacy International

CFH: Child Friendly Healthcare

CFHI: Child Friendly Healthcare Initiative

DFID: Department for International Development (UK)
EACH: European Association for Children in Hospital

EPI: Expanded ®gram for Immunisation

HIV: Human Immunodeficiency Virus

IMCI: Integrated Management of Childhood Iliness

IMF: International Monetary Fund

IFMS: International Federation Medical Students

ORS: Oral Rehydration Solution

ORT: Oral Rehydration Therapy

PQCG:Paediatric Quality Care Group

WFP: World Food Program

WHO: World Health Organisation

WTO: World Trade Organisation

UNI CEF: United Nations Childrends Fund
UNCRC: United Nations Convention of the Rights of the Child
UNMIK: United Nations Mission in Kosova

RCRCH: Royal College of Paediatrics and Child Health (UK)
RCN: Royal College of Nursing (UK)UK: United Kingdom
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How to use this book

This book is intended to help any health planner or health worker assess the level of healthcare received by the
chidrenand t heir families and make | mpr o vesuftiegncarslts wor K i
contents may also help parents and other carers of children.

The book is directly relevant to the healthcare of all children and its chapters are desigeeof foractical
assistance. It can be read as a whole, but is divided into 5 sections to assist in gaining quicker understanding of
specific topics

Glossary

Section lexplains why a Child Friendly Healthcare Initiative (CFHI) is needed, discusspsrtbiples
involved and its relationship with the United Nations Convention on the Rights of the Child (UNCRC).
0Child Friendly Healthcared (CFH) is defined.

)l
)l

M Secton2descri bes and di scusses each of the 12 6Chi |
supporting criteria.

f Sections3ande xpl ain how to find out if you are 6Chil
assessment to 6make it better 6, t hat is to plan,
how others can help yoilihe concepts, ideas and processes in these chapters are not new, but simplified
in this book.

1 Section5e x pl ains useful activities that support O6be:

collected during visits to the health facilities participatin the development of the program.

1 The Appendix which is to be placedon the websitewww.cfhiuk.org containsff he CFH . Tool ki t
The tools cover the assessment of all the aspects of healthcare for childreeiafadrilies. Tool 1 is
designed to help identify, prioritise and select CFH Standards for improvement; Tool 2 provides a more
detailed assessment of the chosen aspect of care including identification of the level of care currently
provided and, ifotthe 6 b est p o simpravdmends,by plaonmgaadsirnptementation of
realistic, and sustainabtevelopment

The appendix also contains examples of the following forms and policies:
An evaluation form

A format for writing an assessment report

A policy for preventing anananaging a needle stick injury

Data that can be collected to provide information abou
A toy safety policy

A consent form

Essential equipment, medical supplies and drugs for emergencies

Job aides

Organising ad running a training course

Writing and funding a project proposal

E R ]


http://www.cfhiuk.org/
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Appendix: The CFH Toolkit

Information about the toolkit

Tool 1to help with identifying and prioritising areas of care (CFH Standards) for improving

Tool 2 to assess each different CFH Standard in detail to identify the quality of its practice, and for use as a
framework to make improvements

© Draft copyright. APRIL 2005All rights are reserved. The information and photographs in the various pages
of this bookare protected under the Berne Convention foptbéection of Literature and Artistic works, under
other internationatonventions and under national laws on copyragitt neighbouring rights.

Extracts of the information may be reviewed, reproducddaoslated for research or private study but not for
sale or for use igonjunction with commercial purposes. Any use of information in the book

should be accompanied by acknowledgment of the CFHI/CAI as the source, citinguthitorm resource
locator (URL) of the article. Reproduction or translatigrsubstantial portions of this book, or any use of this
book other than foeducational or other necommercial purposesgquires explicit, prior

authorization inwriting. Applications and enquiries should be addressed to the S&fsory Committeec/o
ChildhealthAdvocacy InternationalConway Chamber83 Derby RoadNottingham N51 5BB. UK

Tel: +44 (0)115 9506662 Fax: +44 (0)115 9507733Email: office@mcai.org.uk

Website http://www.mcai.org.uk

Acknowledgements

The CFHI is indebted to the many individuals and organisations that have contributed to its develbpment.
would not be possible to name everyone, but we would like to especially thank:

Present and former members of the CFHI Advisory Committee:
Dr John BridsonDavid Bull, Sue Bury Dr Patricia HamiltonAndrew Radforgd Robert Smith Professor David
Souhall (Chair), andDr Tony Williams


mailto:office@mcai.org.uk
http://www.mcai.org.uk/

The Community Fund, UK: For funding the pilot project, especially Ylva Sperling and Martin Wright
Pilot project assistants Clare McNamara and Carol Rowley
Child health Advocacy International Staff: especially Meggie 8czesny

Our contacts at the Ministries of Health, WHO and UNICEF in Kosovo, Moldova, Pakistan and Uganda,
and also those at Dfid and UNMIK in Kosovo and Dfid in Uganda

The leaders, managers and senior health workers at the pilot sites:
Department of pediatrics and child health, Klinika Obstetrike Gjinekologjike, Gjilan Hospital, Kosovo

The Republican Childrenbds Hospital, Chi si nau, Mol do
Chil drendés Hospital, | slamabad, Pakistan

Department of Child Health, Mulago Hospital Complex and Makere Univd{sitypala, Uganda

Childrends services, Barnsl ey District General Ho s p
Childrenbdéds services, Bro Morgannwg NHS Trust, Wal es
Derbyshire Childrenbés Hospital, Engl and, UK

Yorkhill National Health Service Trust, Glasgow, Scotland, UK

Chi | dserdcesbasUlster Community and Hospital HSS Trust, Belfast, Northern Ireland, UK

Al so childrenés services at the Jubilee Hospital, F

The CFHI coordinators for the pilot sites:

Dr Zijadin Hasani, Kosovo

Dr Tatiana Raba, Moldova

Dr Farrukh Qureshi, Pakistan

Dr Margaret Nakakeeto, Uganda

Dr Loretta DavisReynolds and Theresa Burkhill, Barnsley
Karen Healey, Karen Grant and Elizabeth Jones, Bridgend
Celia Cullen, Derby

Joe Skinner, Glasgow

Liz McElkerney ad Roisin Coulter, Belfast

Interpreters for the pilot project:

Dr Mervan Tosca, Kosovo

Dr Evelina CibotartHerghelegiu, Moldova
Dr Nick Jelamschi, Moldova

Nazia Mumtaz, Pakistan

Farida, Uganda

*UNICEF HQ for their interest and support
UK Committee for UNICEF for their sponsorship and support

The Department of Child and Adolescent Health and Development, WHO, Genewspecially Dr Hans
Troedsson and Dr Martin Weber

Action for Sick Children, England, especially Pamela Barnes
Action for Sick Children, Scotland, especially Gwen Garner

The European Association for Children in Hospital especially Margreet van Bergen

Amberley Hall Nursery, Bristol UK for their active participation and egoing sponsorship, especially Mary
Butler and Ruth Robinson.



The play department Barnsley District General Hospital, UK for their active participation and egoing
sponsorship, especially Josie Evans

The International Medical Students Federation (IMSF)
The International Federation of Infection Control (IFIC)

The Infection Control Nurses Association, UK (ICNA)especially Esther Dias, for sponsorihg Infection
Contr ol Nurse, Winifred Abong, from Uganda to atten

Pixel 8 Design,especially Nigel Dawes, for their sponsorship in gieisig the CFHI logo and fatesigningthe
CFHI web site

Ann Morgan for designing the toolkit.

And the following individuals who contributed to the pilot project and/or this manual:

Armin Alagic, Mumtaz Begum, Peg Belson, Brigitte, Ar@asey, Shkumbin Ddi, Jane Frank, Dr Assad

Hafeez, Professor Mumtaz Hassan, John Hughan, Professor Mahmood Jamal, Dr Elizabeth Kiboneka, Christine
Kirkham, Dialeta Nela, Tess Little, Aileen McKenzie, Dr Isoke Muzora, Jane Nakaggw, Annette Naluyange,
Robert Nicholson, DrBenadet t e OO6Har e, Angel a OO6HiIiggins, Dr Chr
Scmidt, Tom SheareFiona SmithDr Ecaterina Stasi, Julie Tate, Kent Thorburn, Dr Jo Venables and all the

others that are not individually mentioned.



CHILD FRIENDLY HEAL THCARE INITIATIVE
GLOSSARY OF TERMS

ADVOCACY in this context means speaking on behalf of children and/or their families who are either
unable or unwilling to speak about their unmet needs, situations, or people that make them unsafe, or
abuse of theirirg ht s . It is acting as a 6voicebdb for someon

ASSESSMENT /SELFASSESSMENT s the process of measuring the quality of an activity, service or
organisation. It is a methdar:

9 Arriving at an objective view of curmg performance

1 Finding a basdine for the measurement of continuous improvement

9 Identifying evidence to validate judgements

1 Highlighting areas that show where performance is satisfactory or good

1 Highlighting areas that require further improvements

1 Seeinghe way forward as part of a cycle of continuous improvement

ATTITUDES are complex mental processes that motivate behaviour and are thought to influence the
way we process information.

A CARE PATHWAY (patientpathway) s t he exact dthcaverfrpm theftimesof arikal | d 6 s |
at a health facility to the time of discharge or death.

A CARE PLAN is a written document that is developed with the parent/carer and child, if old enough. It
details the roles and responsibilities of everyone involvedine chi | dé6s care and when
reviewing.

A CARER is a person nhominated by a parent/s or the state to provide care for a child in place of a
parent/s.

A CHILD is a person up to their I®irthday/the age of 18 yeafigN)

Anolderchildisach | d around the age of seven and ol der . C
older childé as children will wvary in their matur |
A young child is usually less than seven years of age, although sometimes a yohitdyaiill be able to

answer questions designed for the parents and older children

An adolescents a person in the 1019 years age groufgvVHO)

A vulnerable child is a child whose right to survival, development, protection or participation is not

beingmet or is compromised

CHILD FRIENDLY HEALTHCARE i s Ot he best possibled health car
work together to minimise the fear, anxiety and suffering of children and their families by supporting and
practicing the 12 Child Friendlyéda | t h ¢ a r eproinBtédanrthis daok] aného ad/ocate for their

child patients.

COLLABORATIVE means working together.

CONSULTATION is a social interaction during which the opinions of everyone involved are sought
before a decision is made.



CORE DATA SET is a minimum set of information related to a specific healthcare problem. It includes
demographic, treatment and outcome data.

CRITERIA provide the more detailed and practical information on how to achieve each CFH standard.
They can be descrideas structure, process or outcome critéfteey illustrate the standard and provide a
way of measuring it. (@eria describe activities to be performed, whereas standards state the level at
which they are to be performed\n essential criterion is ortbat must be mgt
9 Structure criteria are the resources required in order to carry out the process stage of a standard
eg policies, procedures, documents, personnel, training, equipment
1 Process criteriaare the actions undertaken by staff in order to aehiertain results. For
examples, assessment techniques and procedures or patient education
9 Outcome criteria are the desired effect of care in terms of patient responses, behaviour, clinical
condition, level of knowledge, satisfaction with care

DISABILITY is a lack or impairment of a particular capability or skilhé Child with a Handicap by
DMB Hall)

ETHNICITY concerns nations or races, it is about the customs, dress, food of a pauditalagroup or
cult.

EMOTIONAL MATURITY is reachedvhen a person acts and behaves respgonshable to
contributetotheweb ei ng of their community, and under stand:
individual emotional needs.

FOOD SECURITY (GLOBAL) is a state of affairs where all people at all times have access to safe and
nutritious food to maintain a healthy and active life, and where there is no risk offi@dsdosing

physical and economic access to adequate (fCimelState of Faw Insecurity in the World 2003 Monitoring
progress towards the World Food Summit and Millennium Development Goals. Food and Agriculture Organisation
of the United Nations ISBN 92-1049866).

GLOBALISATION is the process of increasing economic, jealtand social intedependence and
global integration that takes place as capital, traded goods, persons, concepts, images, ideas and values
diffuse across state boundari®$HO definitior)

A HANDICAP is any condition that prevents or hinders the ptiuachievement of desired goals.
Sheridan M 1969

HEALTH is a state of complete physical, mental and sociatmedtig and not merely the absence of
disease or infirmity (Preamble to the Constitution of the World Health Organization as adopted by the
International Health Conference, New York;28 June, 1946; signed on 22 July 1946 by the
representatives of 61 States (Official Records of the World Health Organization, no. 2, p. 100) and
entered into force on 7 April 1948The Definition has not beemeended since 1948.

HEALTHCARE is informed advice, assessment, monitoring, assistance or treatment given for health
reasons. It includes preventive, investigative, curative, palliative and supportive care.

Appropriate healthcarei s t he 6 b e dthcarpgivenswithout emdpromisiegdhe care given to
other children sharing the same health worker, health facility or health service.

Effective health careis healthcare that achieves its objectives.

Evidencebasedhealthcareis based on a process of ®ynatically finding, appraising and using
contemporaneous research findings to support the healthcare given.
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A healthcare related policyis a written principle that governs an activity that health workers must
follow, about how to do something that mustfbkowed by all health workers (a must do) for example
an evacuation policy, a drug safety policy, a hand washing policy and.others

A systemof careis a clear detailed method for dealing with a situation, event or problem.

A HEALTHCARE ENVIRONMENT is any place where a patient is given informed advice,
assessment, monitoring, assistance or treatment.

A HEAL TH FACILITY (HF) is an environment designated and funded for providing health care.
Anin-g at i e nstalfosphiaFor other institution whereers stay overnight for health reasons (ie. are
resident)

A HEALTHCARE PROVIDER is any organisation or individual that is in any way responsible for
planning, organising and/or providing health care.

A HEALTHCARE ORGANISATION is any authority that is rpsnsible for providing healthcare

services.

Primary or community servicesare those health services whose health workers usually see the child and
family first. They are wusually |l ocated near the <cl
home whose health problem is not serious enough to require admission to a health facility, or an opinion

from another more skilled health worker.

Secondary/referral level/specialist servicear e t hose provided and given by
who se a child referred from primary care for a second opinion, or a specialist opinion, about their health
problem. They are usually able to admit a child for overnight healthcare and include all types of hospital

care.

A HEALTH WORKER is any person employedd give any form of health care, or who is working as a
volunteer.

A professional health workeris any person with a health or health related qualification whmgoyed

to give any form of health care, or who is working as a volunteer.

A skilled health worker has experience and special training to equip them for the job they are doing.

They may or may not have a professional qualificat
A key health worker is an identified individual with special responsibility, fexample for a

child/family or a project/program such as infection control

HYGIENE is theprinciples and practices relating to cleanliness

An INDUCTION TRAINING/PROGRAM is a program of learning activities designed to enable new
health workers to a clinéd area, type of health care or employment to function effectively in their new
job.

An INFECTION is the stat®r condition in which the body, or part of it, is invaded by a pathogen that,
under favourable conditions, multiplies and causes a health prolflepathogen is a microorganism
capable of producing disease.

Infection control is a program of activities that investigate, prevent and control the spread of infections
and the micreorganisms which cause them.

A healthcare acquired/related infectionis an infection acquired while receiving any type of healthcare

or related to receiving healthcare. A hospital acquired/related infection is an infection acquired while
attending or resident in a health facility.

A pathogenis a micreorganism that can aae disease.
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The INTEGRATED MANAGEMENT of CHILDHOOD ILLNESS (IMCI) is a World Health

Organisation Program for delivering healthcare to children. It has very clear management, treatment and
referral pathways and an associated training program for thin eatkers who implement it.
(www.who.int/childadolescenhealth/integr.hth

MONITORING is the process of collecting information about performance. Monitoring may be
intermittent or continuous.

OUTCOME is a measure of the effects, beneficial or advewbich a person experiences as a result of
care, treatments or services they have received.

PEER REVIEW is a review of a service by those with expertise and experience in that service, either as
a provider, user or carer.

A POLICY s a principle aboutdw to do something that must be followed by all health workers, for
example, a hand washing policy. It is usually written.

A PROGRAM is a planned series of events for a purpose
A PROTOCOL is a written recommendation, rule or standard to be followedituation where a

rational procedure can be specifidebr example, a plan of action, an antibiotic protocol for a certain
condition/s, assessment and treatment of shock

PSYCHO-MOTOR DEVELOPMENT is a combination of motand psychologicalmental,
social behavioural and emotional) development

RISK ASSESSMENT and MANAGEMENT is a systematic approach to assessing and managing risk.
Its aim is to reduce loss of life, financial loss, loss of health worker availability, health worker, child and
carer safetyloss of buildings, equipment or reputation.

A SAFE MOTHERHOOD PROGRAM includes healthcare during pregnancy, during delivery, after
delivery and advice given about sexual health, breastfeeding and family spacing.

SANITATION means the infrastructures amgu@ment for preserving public health and protecting
peoge from harmful contaminationpf example keeping the water supply and waste disposal safe and
secure.

SKILL MIX is a term given to a general process of reviewing and, if necessary, changingghe wa
which traditional health care is delivered to patients.

SOCIAL WORK is the provision of advice and practical help for problems resulting from social
circumstances. A social worker supports vulnerable people.

A STANDARD is an agreed level of perfoance, appropriate to the population addressed. It is
observable, achievable, measurable and desirable

GenericSTANDARDS are standards that apply to most, if not all clinical services

A SYSTEM is a clear detailed way of dealing with a healthcare sitnagieent or problem.
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A TOOL assesses performance against a standard. Tools include interviews (opestruszared or
structured), questionnaires, structured observations, checklists and benchmarking.

13



Section 1

Why a o6Chil d Fr i e ntigtivey©FHIf?e al t h
An introduction

o

child friendly healthcare initiative

Why is Child Friendly Healthcare important?

The aims and objectives of the CFHI are to improve the quality of health care given to children and

families across the world and to reduce unnecessary fear, anxietyféerihg during and because of a

healthcare experience.t does this by promoting the CFHI stand
Healt hcared and through an assessment and i mprove.
Bronze standards support healorkers in providing the best possible healthcare for children and their

families.

Despite the huge efforts of many health workers, a large number of health improvement patdpanais
national or international level, and the humanitarian aid peal/id disadvantaged countries by the
international community, children are still:

1 Needlessly dying, or becoming disabled, from treatable diseases and accidents

9 Suffering unnecessary pain

1 Experiencing unnecessary fear, anxiety and suffering during aardadfealthcare experience,
because their mental and psychosocial health needs are being overlooked.

Such healthcare contravenes the articles of the United Nations Convention on the Rights of the Child
(UNCRC) and continues in every country in the worich and poor. During the pilot project for this

initiative over six hundred health workers, parents, carers and children in hospitals in eight countries were
interviewed between May 1999 and December 2002. Even in the most disadvantaged health facilitie
there were many examples of excellent care, but everywhere there was care that can only be described as
very6 ¢ hunflrdi endl y 6.
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It is not surprising if health workers do not mee:
many childrerin the world do not have even their basic health needs met, but it is even more unforgivable
if these needs are overlooked when resources are such that a high level of healthcare is possible.

Thefirstdutyofanurse i s 6t o t he pat iceNightingdl®1880 har mé FIl or en

Wor |l dwi de most childrenés health wor kerfoseachor Kk har
child and their family. However many feel overwhelmed, undervalued and uncared for and many do not
know what t he e&duldbefThe pesuliis a ldck of ibcentive to make the effaequired

for change. Allied to this is the belief that many resources are needed for,dbadgey to a sense of

helplessness whahese are absent or hard to come by.

Care of critically ill
children in Africa

Others feel that they do not need to change, failing to recognise that good care can always be better. There
is always the need to constantly review provision of care to meet changing needs as the needs of any
society and its children changergsponse to new threats to health, such as changes in the economy or
population movements.

The quality of healthcare varies enormously between countries, between different healthcare
environments in the same country and within different clinical areth®isame health facility. It is
usually more dependant on the health workers responsible than on the reavaitebte. Miny
improvements can be made without an increase in existing resources by changing behaviours and

15



attitudes, creating more opportties for sharing knowledge and skills, better leadership and team
working and understanding and practicing the articles of the UNCRC.

During the pilot study, many of the health worker:
differently. Therewas a lack of awareness about the UNCRC and many misconceptions about the
contents of its articles. Senior health workers i

6 Chi | d Hrerail et nhehicdytheydftef thought was only abolayand communicationyere not
important priorities as they were much too busy looking after ill children. These health workers when
guestioned more closely knew little about the articles of the UNCRC. In many of the countries visited the
UNCRC was notri the nursing or medical school curricula, nor was it a topic usually covered-by life

long education/training opportunities.

Every health worker in evemgountry from the Government Minister to the health worker that cleans the

toilets, often the lowegiaid and least valued health worker yet amongst the impsirtant,has an

essentat ontri buti on to make to the pr owungieshiave of heal 't
ratified the UNCRC, so health workers have a responsibility to follow itssaphies during their daily

wor k. The CFHI has developed simple o0Child Friend)]|
into every day health practices.

Promoting, assessing and wilcoptibotetd sustaigablenipoveraentd CFH St
in the quality of healthcare received by children and families across the world, whatever the
circumstances.

A reminder about the United Nations Convention on the Rights of the Child

UNCRC adopted by the United Nations assembly dfil@8venber 1989, is a legal International
document of unprecedented scope. The convention with its 54 articles is the most widely accepted

International convention in the world with all butaeeu nt ry rati fying it. It is
1 Survival (to life and healthcare),
1 Protection (from all forms of abuse, exploitation or neglect),
1 Developmentto their fullest potentigbhysically, mentally and socially
9 Participation (to be informed, able to express their opinions freely and to have their vieaws tak

into account).

6ln the middle of difficultv |Iies onnortunity6 Al |
Einstein)

A reminder about the UNCRC
found in a ward in a hospital in
Pakistan
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The articles of the Convention, which were developed following wide global consultation and research,

apply to every child from birthto 18 yearsofagewiout di scri mi nati on. They f ¢
interests and, although they reinforce the role of the family as the main carers and protectors, they also re
affirm the Statebds responsibility to prenbfonde | egal
other hunan rights laws as it recognisimat because of the special vulnerability of children, they need

special laws and care to support their nurture and protection. It respects cultural values but also highlights

the importance of internatihal cooperation.

By ratifying the Conventionbés 54 articles, 192 go
review their national laws and practices to comply with these. A democratically elected International
Committee monitors compliancéavmandatory fiveyear progress reports from these countries.

The Convention is divided into three parts.

1 Part 1(the main part) containsthe 4lr t i cl es t hat relate to childre
T Part 2 has four arti cl es mglementatioaan@dmoaoitormgodéthen e d wi
convention; in particular a countrybs obligati

convention and to contribute to the monitoring committee.
9 Part 3 contains nine articles about its administration.

Thearticl es that relate directly to childrenés health
Article 2: Equal rights to care with no discrimination for any reason

Article 3: Whenever an adult makes any decision about a child or takes any action that affects the child

this should be what is befor the child

Article 6: The right to live

Article 7: The right to a name and nationality, and to be cared for by parents

Article 9: The right to remain with parents, or
Obest interestso

Article 12 and 13: The right to receive information and express views and ideas freely

Article 19: The right to be protected from any form of harm including violence, neglect, and all types of

abuse

Article 23: The right of those with a disability (physicalmental) to lead a full and decent life within

their community

Article 24: The right to the highest standard of health and medical care attainable (the best possible

heal thcare). In this article 6St atisosdfprimarneandadvi s ed
preventive health care, public health education, and the reduction of infant mortality, to encourage
international cooperation in this regard and to strive to ensure that no child is deprived of access to

effective health services

Article 27: The right to a standard of living adequate for physical, mental, spiritual, moral and social

devel opment 6

Article 28: The right to education (schetype learning)

Article 30: The right of a child belonging to an ethnic, religious or linguistionitinto enjoy their

culturepractice their religion and use their language

Article 31: The right to rest and play

Article 38: The right to be protected from and during armed conflicts, and not to be recruited to take part

in hostilities, especially beforks years of age

Article 42: Il s about the duty of the state to ens|
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In countries that have ratified the UNCRC, all health workers at all levels have a duty to enstge that
principles are followd during their day to day delivery of healthcare to children and families. The CFH
6Standardsd enable them to do this by translating

What is different about the CFHI from other programs?
1 It has a global matate since it derives its principles from the articles of the UNCRC
9 Itis not prescriptive or dictatorial (imposed by a higher authority) but belongs to all health
workers
1 The suggested practical approaches of the assessment and improvement progplavaateand
applicable to health workers and health planners at all levels, in any healthcare environment and
in any country, as they have been developed with the help of health workers and families in
many different countries and health care environments
It can be used for seissessment or can be supported by invited external assessors
Its assessment process seeks the ideas and possible solutions to problems from the health
workers, children and their parents/carers thereby giving them a voice inghelglevelop their
own services and healthcare systems
1 It enables and empowers local health workers to solve their own problems and find a way
forward, however small, to improve the care they give to children and their families
1 Any health care improvem&nmade as a result of the program reflect what health workers want,
what children and families want and what is feasible
It raises levels of awareness by promoting what is possible and sharing good ideas
It is a vehicle for other local, country and intational programs, especially those seeking
standards. It aims to promote all other validated programs.
It can easily be modified and adapted to suit local circumstance
It is low-cost or cosheutral

= =4

= =4 = =4

What are the programs guiding principles?
1. Child FriendlyHealthcare at its best possible level of practice

2. All activities to be based on the rights of the child linked with the responsibilities and duties of
health workers in partnership with parents/carers, other significant family members and friends to
meetthese rights within the healthcare context.

3. Panned i mprovements arising from ownganpforogr am t
health and acceptable to the countries6é health

4. To be a positiveencouragig and motivating experience for children, families and health
workers.

5. To seek the views and opinions of children and their families in the assessment process and
reflect these in the prioritising, planning, and implementingngrovements.

6. The views ad opinions of all involved health care workémsanagers, health professionals,
other types of health worker such as ward cleaners, porters, security staff, enginetrdetc)
sought in developing and implementing the program and to be reflectedpindtitsing,
planning, and implementing of improvements.

7. Barriers to providing the best possible CFH and the forces to create changes that achieve this to
be identified by the assessment process.
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8. The focus for improvement to be on making the best amst appropriate use of existing
resources and systems of care, facilitating changes of attitude and behaviour, and optimising the
skills, approaches and knowledge of health workers.

9. Planned improvements in healthcare to be:

9 Facilitated by encouraging tlesharing of good ideas, examples of good practice, skills and
knowledge within a healthcare environment and from other healthcare environments in the
same country and other countries

1 Facilitated by empowering health workers to identify and prioritise grelslems, find their

own solutions to these and to function better by raising their awareness to the possibilities
Enabled by promoting team problem solving approaches

Acceptable to the religious, ethnic and cultural beliefs of the people involveidlipgthese

are compatible with the articles of the UNCRC

Appropriate, sustainable and where possible achievable within the available resources
Implemented in a prioritised staged way

Any support for improvements from outside the healthcare envirortméet provided first

by harnessing and coordinating any existing international humanitarian aid and other possible
in-country support.

=a =4

=A =4 =

10. Advocacy to be encouraged and used at an appropriate level to seek more resources or additional
support (hnew humanitamiaaid projects), when withoguch inputhe healthcare availabls
significantly compromised

11. Regular review and evaluation of all activities

The history of the CFHI program

The idea for a global initiative dedicated to improving the healthcareierpes of children and their
families originated within the medical and nursini
adoption by the United Nations General Assembly of the Convention on the Rights of The Child

(UNCRC) on 22° November 1989

The concept of developing 6Standardsdé of <care bas:
work of a number of other nemedical organisations dedicated to the well being of children.

In 1996 a small delegation presented a proposal®FaHl based on such O6Standard
York, who supported the idea. In 1999 a grant was received from the Community Fund UK by Child

Advocacy International (CAl), a negovernmental organisation and now the lead agency for the CFH,

to undertake ailot project for the Initiative in hospitals in the UK (also funded by a small grant from

UNICEF UK) and in hospitalin five other countries.

In November2000a f i rst draft of t he BediatricS and later the shreelyeawa s p u
the Child and Adolescent Department of Health and Development of the World Health Organisation

offered technical support to the project followed by help with identifying hospitals in four countries, in

addition to those in the UK, where the pilot project weseptable to the regional and country UNICEF

and WHO representatives

The remit of the pilot project was to research and consult widely to develop the CFH Standards and their

supporting criteria, to promote and support child friendly healthcare prscticd with the help of the
health workers and families in the chosen hospitals to develop the methodology and processes to assess
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and i mprove O6Chi

Il'd Friendly Healt hcawudedbyal hese ar
O0Advi sory.Committeebd

e

The number of sites that contributed to the pilot project was limited by the time and resources available.

More countries and health facilities have request
tools and methods developed have been designediel p heal t h workers make pr
Friendly Healthcareb6 themselves without the need

Who 6owns6 CFH?
OWi sdom, |l i ke knowl edge and skill s, is for sha

Child Friendly Healthcare does not biedpto any organisation or individual, it belongs to every health
worker who practices it. The initiative to promote CFH and the program to assess and improve care has
no formal accrediting body and is therefore currently owned by the health workers who use

What is 6Child Friendly Healthcared6?

The best possiblebd integrated health care provide
suffering of children and their families by supporting and practicing the 12 Child Friendly Healthcare
6&@mndar dso.

Who el se can promote 6Child Friendly Healthcaredo?
Any committed health worker who is familiar with its practices and principles can promote CFH by

sharing information about the CFHI and the UNCRC with others in the same healthcare enviranment, i
other healthcare environments in the same country
Friendly Healthcared belongs to every health work:
are involved in planning, organising, providinggiving care.

What is the O6best possiblebd healthcare?

The practice of CFH Standards at their best possible level of practice.
Thebest possible
M Considers the childobés 6best i nterestso
1 Covers the preventive, investigative, curative and palliativectéspé health care taking into
account themost upto-dateevidencebasefor each care given
Is affordable and effective
Is appropriate, taking into account the resources (human and material) and technology available
and the needs of other children shgrihese
9 Is child centret (see below)

1
)l

Whatareac hi | dés Obest interests?®o

For healthcare to be in@ah i tbhdeéGs i, any actioa ar tesigion taken on behalf of a child must:
- Accommodate the circumstances of the situation

- Considerthechid 6 s n e e digbeparatioust a f et y

Consult the child (whenever possible) and relevant others

Balance this with the wishes and needs of the parents and other carers wherever possible
Incorporate common sense

Look at both present and fuuneeds

Be reviewed regularly and revised if circumstances change (be flexible)
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*What is &hild centredbhealth care?

Health care that:

- Meets the needs of the individual child and their family

- Is given by skilled health workers in partndpstvith parents/carerand children

Is given in areas that are suited to the needs of the individual child and family

-Takes account of a child and familybds nor mal dai
thatthese are disruptd  mi ni mal ly only in the O6best interests
-Supports a child and familyds response to their

The CFH Standards cover all aspects of childrenods

they are of equal importaa. They apply to:

A child of any age

A child of any developmental level, including whether or not the child has a disability
Any type of health care problem

Health workers in any country

All types of health worker

=A =4 =8 =8 =9
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Section 2
Thet aB8dardsdé6 and their suppo
60Child Friendly Healthcareb6 is the best possi

health workers who minimise the fear, anxiety and suffering of children and their
families by supporting and practicing the following 12 standards:

1. Keepng children out of hospitgland other health facilities or institutions)less this is best for the
child: Relates taCRCArticles9, 24, 25, 3

2. Suppoiihgand giingt he GO best p o:Reldteb tdCROArtielesa, 6,123 24337 e
3.Giving healthcare safely i n a RaatestdCR@ArCIe3 ean O6chi
4. Givingé ¢ hi | d healdcare RelatésdtdCRCArticles5, 9, 14, 37

5. Sharing information and keeping parents and childresistemtly and fully informed and involved ir
all decisionsRelates taCRCArticles9, 12, 13, 17

6. Providing equity ottare and treatg the child as an individual with rightRelates taCRCAtrticles 2, 7,
8,9, 16, 23, 27, 29, 37

7. Recognising andetievingpain and discomforRelates taCRCArticle 19

8. Giving appropriateesuscitation, emergency and continuing care for very ill childRetates taCRC
Articles6, 24
9. Enablingplay and learimg: Relates taCRCArticles6, 28, 29, 31

10. Recogising protecing and suppomhg vulnerable or abused chilelt Relates toCRC Articles 3, 11,
19, 21, 20, 25, 32, 33, 34, 35, 36, 37, 39

11. Monitoring and promotindpealth Relates taCRCArticles6, 17, 23, 24, 33

12 Supporingé b e st p o sos: Rdlateg tiCR@Atitlas3, 24 26, 27

There are four O6supporting criteriaé common to al |
beginning of eacbf the descriptions of the 12 standards beliwthe interests of space, their importance

camot be overemphasised.

Each of thesd topics are covered in detail Bection 5

M Mission statements
9 Education and training. Healthcare standards will not be met unless all healthcare workers have
the motivation and the facilities to keep up to daith wurrent practices. They must also receive

training to allow them to work in line with improved standards.

91 Data collection and managementThis a key component of an effectifenctioning health care
system.
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9 Audit Participation in audit is an esseitprocess for all those involved in provision of
healthcare. It ensures that necessary changes are made to meet with accepted standards, and that
all aspects of healthcare are kept continually under review
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STANDARD 1: 0Keepi ng (antothercheakhrfacilgies or institutiohsp s pi t a

unless this is best for the child

n

6Heal th care providers, organizations and individ
advocate for children and to reduce the fear, anxiety and suffering of chitén and their families by

ensuring that they keep a child in a hospital, or other health faciityponl y when t hi s i's
Obest interestsbo.

A day care unit in Pakistan for children with respiratoiiyiness
Children are observethrough the day and sent home at night if well enough

Supporting criteria

1. Primary (community) and secondary (specialist) health wort@rghildren and pregnant women
work together to provide services that:

1 Are accessible

1 Are free or easily afforable

1 Share policies (such &stegrated Minagemendf Childhood llinesk

1 Use jointly agreed referral pathways

1 Include the views of children and families and consult health workers in primary or secondary

facilities when they plan these services
T Areedré based

2. Health services for pregnant women and children (including the newborn) with any type of health
problem that include
1 Primary (community) health services

T Secondary (refer rpaalt ileenvtedl /sseprevciicaeksiosweyievitopuot! i ¢ i €

see if it is in the childbés best interests o]
discharge (referral back to back to the community services):
1 Secondary irpatient services with admission, daily review (to see ifittsime chi | dés best

interests to remain in the health facility) and discharge policies, day care, and outreach services
that support care in the childdés home:
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3. Programs to prevent illness and injury (preventive services) that include:
1 Systems/policiesotidentify and support vulnerable children and their families:
1 Health monitoring, screening and promotion programs
f Strategies to protect unborn children such as

Discussion

Best practice is to recognise and treat children vilitlesses, disabilities and other physical or mental

health problems in the community sson as possible #sis can prevent children needing a hospital visit

or admission Also to admit children, or place children in institutions, only if appropriaalth care

cannot be given at home. Care at home is always preferable. When care at home is not appropriate, fear
anxiety and suffering can be minimised by making

A child friendly ward entrance (oking from the ward to the hall and lifts)

Good community preventive health programs that include health edudatioelp parents recognise

when their child is ill, health screenirtpemonitoringofc hi | dr ends gr ontnandthe and deve
closemonitoringof pregnant womenséfe notherhoodorograns) can limit the number of children

needing hospital care. Ideally this type of high quality health care is provided by comprehensive primary

health care services that are appropridfectve, affordable and easily accessible to all families

regardless of their financial status

Doctors and nurses are expensive to train and emplsrseasraining programsn rich countriesare
not always appropriate for disadvantagedntiies. Doctors and nursagceiving trainingn rich
countriesmaywant to use the skills they have acquired in the well resourced health sénmeicésve
become accustomed to and be inclined not to return to their own poorly resourced ddmtry.
InternationalCommunity has a responsibility to discourage, not encourage, this migration, and to
advocate for better working conditions for health workers iir then countriesrather than poach
workers to support their own health services

A team comprised of diérent types of health worker with appropriate delegation of tasks can make
health care moraccessible to more people. lountries where doctors and nurses are scarce, or not
affordable, effective early healthcare can be given to children by genettic weakers (ideally from the
local community) trained to provide a lower level of basic care using guidelines for managing the
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common conditions (for example WHO&6s I ntegrated
with itds cl| esandearly manageneht/tregtméntseategies)e The few trained doctors and
nurses can then be deployed to support them and provide a higher level of care in the centres. This system
is costeffective and works well in Nepal with its sparse population ambte villages.

Such innovative systems to use skills effectively can also improve the delivery of healthcare in
communities in advantaged countries. For example, a peripheral hospital under threat of closure in
Northern Ireland, UK is now staffed solddy nurses who use guidelines to assess and treat minor
accidents and emergencies, and havedetemunication support from doctors in the nearest large centre.

Telemedicine technology that enables doctors working many miles away to-sagsxand gie advice
to the nurses providing the service locally

In advantaged countries, even when accessible, affordable integrated health services do exist, children are
still admitted to and remain in hospital unnecessarily. Some of these adwisaiobe prevented by:

i Effective triage when first seen

1 Rapid same day access to a referral level (specialist) opinion if needed

1 Appropriate emergency management and treatment

1 Good communication between all health workers to limit unnecessary delagatment and

discharge
9 Specialist care supervised by referral level/specialist health workers given at home when possible
1T 6Referral/ specialist | evel 6 day care faciliti

treatment so that children caleep at home if they live nearby

A oChild Friieudtyé¢ ~*-— -~
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